###### Strengths and limitations of this study

-   The Communities Care programme is theory driven, combines primary prevention and response using a multisectoral approach and was developed for sustainability by focusing on capacity building of local partners and for scalability to conflict-affected settings worldwide.

-   The study used a longitudinal community-based evaluation design in a challenging setting.

-   The outcomes demonstrate the promise of a community-based violence prevention and response programme to change harmful social norms that sustain sexual violence and other forms of gender-based violence (GBV) and strengthen the multiple sector response to survivors in humanitarian settings.

-   Due to the unstable environment, we have limited the evaluation of the implementation to the one intervention and one control district that were able to complete all activities of the programme, thus limiting our ability to examine differences by sex.

-   The social norms measure was developed specifically for the project; to our knowledge, a social norms change measure for sexual violence and GBV did not exist.

Introduction and background {#s1}
===========================

Gender-based violence (GBV) remains one of the most prevalent and persistent issues facing women and girls globally.[@R1] Conflict and other humanitarian emergencies place women and girls at increased risk of many forms of GBV.[@R5] The Inter-Agency Standing Committee 2015 *Guidelines for Integrating GBV Interventions in Humanitarian Action* defines GBV as an umbrella term for any harmful act that is perpetrated against a person's will and that is based on socially ascribed (ie, gender) differences between women and men. It includes acts that inflict physical, sexual or mental harm or suffering, threats of such acts, coercion and other deprivations of liberty. Importantly, these harmful acts can occur in public and in private.[@R8] There is limited information on the burden of GBV in humanitarian emergencies. One systematic review found that approximately one in five refugees or displaced women in complex humanitarian settings experienced sexual violence, though this is likely an underestimation of the true prevalence given the many barriers (eg, stigma and retaliation) to disclosure of GBV.[@R5] Furthermore, the fear of violence, including GBV, can force mass displacement. In a humanitarian context, some forms of GBV, especially sexual violence and sexual coercion, may occur by armed actors and others including aid workers and peacekeepers, as well as in the home by an intimate partner or other family members during the conflict, displacement and settlement in new communities and countries.[@R5] It is important to note that women and girls are vulnerable to violence across their lifespan, not only during conflict and displacement.[@R6]

To advance evidence on GBV in humanitarian emergencies, in 2017, Johns Hopkins in partnership with key stakeholders (eg, Somalia ministries and authorities, World Bank, UNICEF and the United Nations Population Fund (UNFPA)) conducted a population-based survey on GBV across the three regions of Somalia.[@R14] The survey focused on typology and scope of GBV perpetration and victimisation to improve understanding of GBV prevalence, attitudes, social norms and services. A total of 2376 women and 2257 men (15 years and older) consented and participated in the survey across the three regions. The findings from the survey demonstrated that GBV, including intimate partner, non-partner and childhood violence are common experiences for Somali women and girls across the life course. Individual, family and structural factors were all associated with an increase in women and girls' risk of GBV. These factors include poverty, displacement from home related to conflict or drought, minority clan status, husband/partner use of khat and harmful social norms such as family honour over survivor safety, polygamous marriages, physical and sexual violence of girls under the age of 15 years and lack of education opportunities for girls.[@R14] Studies from other humanitarian settings have noted additional factors that underpin women's risk of GBV such as lack of mobility to safely access and limited control over resources necessary for survival (eg, fuel, shelter, food and water) and disrupted family structure and community support systems.[@R13] GBV has significant short-term and long-term consequences for the safety, health, well-being and functioning for women and girls, families and communities.[@R20] Often negative health and social consequences are never addressed because women and girls do not disclose GBV to providers or access healthcare or other services (eg, protection, legal and justice) because of a lack of capacity within service sectors and social norms that blame the woman or girl for the assault (eg, she was out alone after dark, she was not modestly dressed and she is working outside the home), norms that prioritise protecting family honour over safety of the survivor and community, and institutional acceptance of GBV as a normal and expected part of displacement and conflict.[@R10]

GBV primary prevention integrated with response programmes in humanitarian settings {#s1a}
-----------------------------------------------------------------------------------

Humanitarian settings have diverse governmental, international and local non-governmental organisations (NGOs) with varied levels of skill focused on increasing community and institutional awareness of GBV as a rights violation and responding to survivors through services across multiple sectors, including healthcare, education, protection and justice.[@R13] Initiatives in humanitarian emergencies also focus on capacity building of service providers and developing programmes to respond to GBV. GBV primary prevention programmes seek to facilitate change by addressing the underlying causes and drivers of violence at a population level. Such programmes include initiatives to economically empower girls and women, institutionalisation of legal protections for GBV, enshrining women's rights and gender equality within national legislation and policy and other measures to promote gender equality. Increasingly, programmes are also targeting transformation of social norms that underpin and maintain acceptance of harmful social norms that sustain GBV.

Social norms are defined as 'behavioral rules to which individuals prefer to conform, conditional on their expectation that 1) most people in their relevant network conform, and 2) most people believe they should conform'.[@R26] Social norms are different from individual beliefs or attitudes, and it is these norms, beliefs about what others think one should do, that often guide a person's actions. Even if specific individuals do not change their beliefs or attitudes, they may change their behaviour if they anticipate disapproval or negative sanctions if they do not conform to the norm. Families and communities have shared and unspoken rules that both proscribe and prescribe behaviours that lead to GBV or send messages that GBV against girls and women is acceptable, even normal.[@R11] This includes norms pertaining to how individuals, families and communities value women and girls and support their rights and opportunities.[@R11] Community leaders, institutions and service providers, such as healthcare, education and law enforcement, can reinforce harmful norms by, for example, denying that sexual harassment and GBV exist in the school or larger community, by not believing or blaming women and girls for the sexual assault they experience when disclosing to authorities and by justifying a husband's use of physical violence as a means to discipline his wife, as correcting her behaviour is viewed as essential to protect the family's reputation in the larger community.[@R27]

Even with the multiple challenges of humanitarian settings, there is an opportunity to develop, implement and evaluate innovations in GBV primary prevention and response programmes. Specifically, they are settings where changes in economic, family and community structures related to displacement and conflict have created situations where social norms are challenged. For example, there is an absence of male family member(s) as they have joined an armed group or have been separated from the family during displacement requiring women to become the head of household as well as work in non-traditional roles outside the home. These changes can result in women having decision-making power and control over household financial resources and assets. This can then lead to a shift in power relations in the family and community that challenges social norms related to gender equality. These circumstances can provide an opportunity to initiate primary prevention efforts, such as those that include engaging community leaders and members in dialogues about social norms that limit and advance opportunities for women and girls and what actions can be taken by the individual, family and community to change harmful norms.[@R11] Acknowledging the potential of the humanitarian setting as an opportunity for primary prevention programming and recognising the need for capacity development of the response systems for GBV, UNICEF built on their work to end female genital mutilation using a social norms approach[@R28] to develop the *Communities Care Program: Transforming Lives and Preventing Violence* (Communities Care).[@R29] The goal of Communities Care is to create safer communities for women and girls through transforming harmful social norms that contribute to GBV into social norms that uphold women and girls' equality, safety and dignity.[@R11]

Communities Care: theory-based GBV prevention and response programming {#s1b}
----------------------------------------------------------------------

The Communities Care programme has two objectives that are implemented through separate but inter-related strategies: (1) to increase the quality, access and coordination of compassionate care and support of women and girls who experience sexual violence and other forms of GBV in conflict-affected settings by strengthening community-based response services across diverse sectors (eg, health, psychosocial, protection and education); and (2) to change social norms that maintain and tolerate GBV and catalyse community-led prevention actions.[@R29] Communities Care is a theory-driven programme using a social norms perspective and a feminist-informed public health approach to GBV prevention and response that draws on the ecological framework.[@R11] The ecological framework acknowledges the need to comprehensively address the multiple and interacting levels (eg, individual, family, community and social) of factors that cause and maintain GBV. Social norms operate within this framework and are conceptualised as beliefs of two types: (1) an individual's beliefs about what others typically do in a given situation (ie, descriptive norm) and (2) their beliefs about what others expect them to do in a given situation (ie, injunctive norm). Social norms theory suggests that for harmful behaviours to be replaced in a community, there must be a shift in collective social expectations or norms that underpin those behaviours within the community. The programme's pathway of change starts with actions (eg, coordination, capacity building, resourcing and mentorship) to strengthen the community-based response to survivors of GBV across relevant sectors (eg, health, psychosocial, law enforcement and education).[@R11] The initial focus on survivor response services is important from an ethical perspective but also to signal that something is being done to address GBV. The next step in the pathway is to engage diverse and influential community members in structured facilitated dialogues that aim to lead to collective reflection and exploration on shared values and aspirations and to examine social norms that cause and maintain GBV. The facilitated dialogues empower diverse and influential community members to work together to discover and affirm shared positive values that promote dignity, respect and equality and to diagnose sexual violence and other forms of GBV as a problem in the community. The peer-facilitated dialogues support the group to identify harmful norms that sustain GBV and explore the benefits of change, and assuming these benefits are felt to be worth pursuing, to identify individual and collective actions to transform these norms into alternative norms that support gender equality, safety and well-being.[@R11] Participating community members are encouraged to discuss and debate alternative behaviours that align with positive shared values of dignity, respect and fairness to replace harmful social norms that lead to violence and discrimination. Those that choose to commit to changing particular behaviours in the community then publicly share with others in the community the new ideas and ways of behaving and agree to take specific actions that support new behaviours. The final stages of the theory involve affirming and reinforcing change by communicating positive norms with others through interpersonal communication and social and mass media. Making change visible in the community reinforces that change is indeed happening, that people are taking action to prevent and respond to GBV and that it is something that they themselves can safely take part in. Communities Care helps to build an enabling environment by identifying and advocating for laws, policies, protocols and other mechanisms that support new practices and behaviours, address violations and further strengthen the capacity of institutions and services to provide competent and compassionate care for survivors

The study used a longitudinal community-based evaluation design with originally four districts in Mogadishu, Somalia, randomised to either the intervention (n=2) or control district (n=2). The aim of the study was to determine the effectiveness of the Communities Care programme on change in harmful social norms with residents in intervention districts compared with control districts. The main outcome is change in social norms related to GBV. The team hypothesised that residents in the intervention district would report a decrease in support for harmful social norms pertaining to GBV in comparison to control districts. The secondary outcomes include: (1) change in personal beliefs about GBV and (2) increase in confidence in services for GBV survivors across diverse sectors. The team hypothesised that residents in the intervention districts would report improved confidence in service response to GBV survivors compared with control districts.

This paper presents the findings from the evaluation of the initial implementation of Communities Care in Mogadishu, Somalia. As noted above, the Communities Care programme was developed and implemented from the understanding that within the humanitarian context, there is an opportunity for positive change in social norms to support gender equality and the adoption of behaviours and actions that can prevent GBV.

Methods {#s2}
=======

Study setting {#s2a}
-------------

The southern and central region of Somalia has experienced more than two decades of conflict as well as ongoing emergencies including drought, famine and a large number of internally displaced people (IDP). The four districts in Mogadishu (ie, Bondhere, Karaan, Wadajir and Yaqshid) were selected based on a number of criteria, including service sectors' reports of perpetration of sexual violence and other forms of GBV, safe access and security for participation in the programme for both district residents and staff, and established relationships with national, regional and district governmental authorities and ministries to ensure access to the districts. Furthermore, critical to ethical implementation of GBV programmes, the districts needed to have local and/or international NGOs with capacity to provide services for participants that disclosed GBV and accepted referrals and an interest and willingness of local leadership and authorities to host the implementation and evaluation component of the Communities Care programme. The districts population estimates range from largest of 138 000 residents (Wadajir) with 12.5% of the population identified as IDPs living in informal settlements to the smallest district (Bondhere) with an estimated 70 000 residents and 12.6% IDPs. Established residents (host community members) and IDPs in the districts participated in the programme. Importantly, when the programme implementation was planned and randomisation was completed with Bondhere and Yaqshid as intervention districts and Karaan and Wadajir randomised to control districts, the four districts were considered secure; however, security in Mogadishu is dynamic with periods of insecurity, including an increase in displaced persons moving into informal settlements from one district to another. Therefore, one of the intervention districts (Yaqshid) had multiple challenges related to insecurity and Al-Shabaab (Al-Shabaab, 'The Youth', in Arabic, is a Somali-based jihadist fundamentalist group with ties to Al-Qaeda). Since 2006 they have carried out a series of suicide bombings and violent attacks in Somalia and neighbouring countries, mainly targeting Somali government and African Union Mission to Somalia, in an attempt to control areas and impose a strict version of sharia (Islamic law)) activity during the programme implementation limiting the ability for staff and programme participants to safely complete Communities Care activities, such as gathering in groups for discussions or holding community events. In one control district (Wadajir), a large IDP movement into the district during implementation resulted in an increase in GBV and other programmes and services by diverse actors. Therefore, due to the changing sociopolitical landscape in these two districts and associated confounding factors (eg, large movement of residents from districts during the implementation and insecurity that limited ability to complete programme activities safely) these two districts, Wadajir and Yaqshid, are not included in the analyses for this paper.

Study sample and procedures {#s2b}
---------------------------

To achieve the research aims, a random sample of 200 female and male community members (15 years and older) residing in each of the districts (ie, Bondhere and Karaan) were recruited. Men and women recruited and enrolled in the community survey were not participating in the Communities Care programme activities, that is, sector response or facilitated dialogues, which allowed us to examine social norms change with the larger community, not only those participating in the programme. At recruitment, women and men were invited and consented to participate in three separate surveys (ie, baseline, midline and endline) over approximately 24 months. The community sample recruitment and enrollment was stratified based on sex, age and residence (living in IDP settlement or member of host community in the participating district). The control districts, if security allows, are offered the Communities Care programme at the end of the study.

Patient and public involvement {#s2c}
------------------------------

The team collaborated with Somalia governmental ministries, local authorities and community groups to obtain approval to identify key stakeholders (eg, religious leaders, traditional and administrative authorities, teachers, healthcare providers, GBV and human rights advocates, women's group leaders and business leaders) that have influence on beliefs, behaviours and actions in the targeted districts. These key stakeholders participated in focus groups and individual interviews to diagnose social norms that sustain GBV and advise on programme implementation. The formative research findings supported the development of the design, implementation and outcome measures for the study. The study findings have been disseminated through multiple formats, including in-country meetings (April 2018) with local implementing partners and other service agencies and discussions with key governmental ministries and local leaders in the targeted districts.

Communities Care programme implementation {#s2d}
-----------------------------------------

To address the first objective, to increase the quality, access and coordination of compassionate care and support of women and girls who experience sexual violence and other forms of GBV, the programme focuses on strengthening community-based services for GBV survivors. This involves identifying and addressing gaps in the availability of essential services for survivors, addressing the barriers that survivors face when trying to access services and improving the quality of care provided through capacity building of providers and community leaders. Improving quality of care and services also involves addressing harmful personal beliefs and social norms (eg, blaming woman/girl for assault) that influence providers' care, treatment and referrals for survivors. These harmful beliefs and social norms may serve to cause secondary traumatisation to survivors and/or act as a deterrent to survivors from disclosing violence and seeking help and support. To achieve objective 2, to change social norms that maintain and tolerate GBV and catalyse community led prevention actions, the Communities Care programme provides guided group discussions, support for public declarations and communication strategies for spreading new ideas and behaviours and assistance with community action planning for change. The group discussion curriculum is delivered through 15 weeks of structured and facilitated dialogues led by trained community members. Adults and adolescents (approximately 20 participants, 15 years and older per group) in single or mixed-sex groups are brought together to discuss shared values related to respect for human dignity, fairness and justice; reflect on and connect their experience of violence, including GBV, discrimination and injustice to the experiences of others; and to discuss how social norms can contribute to or prevent GBV. The individual (eg, sharing information with family members, friends and neighbours) and collective actions (eg, public declaration against GBV, youth-led theatre on gender equality, organised women's basketball and men's football match to promote gender equality and GBV prevention and GBV prevention messages included in Friday prayers) by Communities Care participants are critical to diffusion to the larger community, which is essential for social norms change. The declaration and actions act as the tipping point, the 'seeing is believing' or changing empirical expectations component of norm change theory, rather than as information dissemination, as dissemination is not adequate for behaviour change or norm change according to the theory adopted. Over the implementation of Communities Care programme in the intervention districts, the team recorded discussions and public declarations that reached, for example, 17 071 people through house-to-house visits in the IDP camps and host community, 2282 teachers and students during school visits, 34 religious leaders, 128 youth group members, 154 midwives and nurses during healthcare visits and 10 000 community members through radio messages.

Study outcome measures {#s2e}
----------------------

The study measure was developed in partnership with UNICEF and implementing partners and was translated and back-translated by local Somalia team members with experience in GBV in humanitarian settings. The team also pilot tested the survey with men and women not in the targeted study districts, allowing for revisions prior to final implementation. The baseline survey in the intervention (Bondhere) and control (Karaan) districts was initiated after recruitment and randomisation but prior to implementation of the Communities Care programme. The survey consisted of demographic questions (eg, age, sex, education, marital status and number of children in household), the *Social Norms and Beliefs about GBV Scale* and measures of confidence in GBV service providers used in similar low-resource and conflict-affected settings.

### Social Norms and Beliefs about GBV Scale {#s2e1}

At the time of the project, to the project team's knowledge, there were no social norms measures that specifically addressed GBV that had been developed or previously used in humanitarian settings. The lack of social norms measures for GBV is likely associated with the multiple theoretical and disciplinary perspectives and understandings of social norms, including how norms differ from personal beliefs, opinions, attitudes and behaviour.[@R11] As noted by Heise and Manji,[@R31] efforts to measure social norms related to GBV have resulted in collecting information on beliefs and attitudes towards GBV rather than social norms. To measure changes in social norms, a person must be asked about a norm from multiple perspectives, including personal beliefs towards a specific norm, beliefs about how influential others (eg, parents, religious leaders, peers and teachers) expect one should behave (ie, normative expectations) and beliefs about how one believes others in the community behave (ie, empirical expectations).[@R11]

The *Social Norms and Beliefs about GBV Scale* for the study was informed by a group of experts in social norms, GBV, humanitarian emergencies and psychometrics during a global advisory board meeting that UNICEF convened in early 2013. Furthermore, the team collaboratively used formative research with multiple stakeholders in Somalia (eg, male/female IDPs and host community members 15 years and older, service providers, administrative and traditional leaders) to develop the measure. For this study, we focused on developing a measure of injunctive norms---in this case beliefs about what influential others (eg, parents, siblings, peers, religious leaders and teachers) expect individuals to do in the case of GBV. Once developed, the team conducted a psychometric evaluation of the *Social Norms and Beliefs about GBV Scale* to ensure a reliable and valid measure of change in social norms related to sexual violence and other forms of GBV, which was the main outcome for the Communities Care programme evaluation. The scale was administered to 602 randomly selected community members age 15 years and older across Mogadishu, Somalia, and Yei and Warrup, South Sudan. The psychometric properties of the 15-item scale are strong. Each of the three subscales, 'response to sexual violence,' 'protecting family honour' and 'husband's rights to use violence' within the two domains, personal beliefs and injunctive norms, illustrate good factor structure and acceptable internal consistency and reliability. For example, Cronbach's alpha reliabilities, a measure of internal consistency of the scale, were in an acceptable range for all factors/subscales within each domain. Cronbach's alpha ranged from 0.69 to 0.75 for the injunctive norms domain and 0.71 to 0.77 for the personal belief domain. The manuscript on the development and psychometric evaluation of the *Social Norms and Beliefs about GBV Scale* has been submitted for publication, but details are available on request from the lead author.

The *Social Norms and Beliefs about GBV Scale* ([box 1](#B1){ref-type="boxed-text"}) first asked participants to identify influential others in their lives and communities whose opinions matter to them. Typically, the influential other is identified as a father, mother, husband, wife, other family member, religious leader, traditional leader and/or friend. Once the influential others were identified, the research assistants (RAs) read each of the 15 items on the measure comprised of three subscales: (1) response to sexual violence (five items, Cronbach's alpha=0.82); (2) protecting family honour (six items, Cronbach's alpha=0.71); and (3) husband's right to use violence (four items, Cronbach's alpha=0.71). For example, the RA reads, *'How many of these people whose opinion matters most to you blame women/girls when they are raped*'. The responses are recorded on a Likert scale that ranges from 'none of them' to 'all of them'.Box 1Social norms measureResponse to sexual violence (five items)How many of these people whose opinion matters most to you expect a husband to abandon his wife if she reports that she has been raped?How many of these people whose opinion matters most to you expect the family to ignore/reject a daughter if she reports that she has been raped?How many of these people whose opinion matters most to you accept sexual violence against women and girls a normal part of life?How many of these people whose opinion matters most to you blame women/girls when they are raped?How many of these people whose opinion matters most to you think that a man should have the right to demand sex from a woman or girl even if he is not married to her?Protecting family honour (six items)How many of these people whose opinion matters most to you expect women/girls to not report rape to protect the family dignity?How many of these people whose opinion matters most to you expect that a woman/girl's reputation will be damaged, if she reports sexual violence to the authorities or elders?How many of these people whose opinion matters most to you fear stigma if they were to report sexual violence?How many of these people whose opinion matters most to you expect sexual violence to be handled within the family and not reported to authorities?How many of these people whose opinion matters most to you expect a husband or father to retaliate against the alleged perpetrators?How many of these people whose opinion matters most to you expect women and girls to only report sexual violence if they have serious physical injuries?Husband's right to use violence (four items)How many of these people whose opinion matters most to you think that when a man beats his wife, he is showing his love for her?How many of these people whose opinion matters most to you think that a man has the right to beat/punish his wife?How many of these people whose opinion matters most to you think it is okay for a husband to beat his wife to discipline her ?How many of these people whose opinion matters most to you expect a husband to force his wife to have sex when she does not want to?

In addition to the injunctive norms domain questions, we did ask each participant about their beliefs related to sexual violence and GBV. The same 15 items of the injunctive norms were used to assess personal beliefs. The personal belief questions started with, '*we would like to know if you think any of the following statements are wrong and how ready or willing you are to take action by speaking out publicly on the issue*'. For example, 'women and girls should be blamed if they are raped'. The Likert scale had four responses: (1) agree with this statement; (2) not sure if I agree or disagree with the statement; (3) disagree with the statement but not ready to tell others that I disagree; and (4) I am telling others that the statement is wrong. Cronbach's alphas for the three personal beliefs subscales are acceptable and included: (1) response to sexual violence=0.74; (2) protecting family honour=0.65; and (3) husband's right to use violence=0.68.

### Confidence in GBV services {#s2e2}

Participants were asked 17 items on a 4-point Likert scale (ie, strongly disagree to strongly agree) as the extent to which they have confidence in the provision of GBV services across the multisector response. Examples of the items include, 'health care providers will provide confidential care to GBV survivors' and 'police will treat GBV survivors with respect and kindness'. The confidence items were asked for the criminal justice, healthcare, formal and informal legal and education sectors.

Data collection and management {#s2f}
------------------------------

The local implementing partners had established relationships with community leaders, but prior to implementing data collection, trained female and male RAs visited community authorities in each district and asked the leaders to designate one 'community guide' for each RA. The community guides helped the RAs to safely move and find their way around the district neighbourhoods. To cover the area that each RA had been assigned, he or she started from a central point determined with the community guide and knocked on the door of every third house/dwelling. If nobody was home or the person they met at the house/dwelling was not willing to participate or did not match the sampling target for sex/age, the RA went to the next house/dwelling. Once a participant who met the targeted sex/age was identified and agreed to participate, the RA worked with the participant to find a private and comfortable place to provide informed consent and administer the survey. A survey was completed with only one eligible participant in each household. The RA provided each participant with informed consent information using the script approved by the in-country team, appropriate Somalia governmental ministries and the Johns Hopkins Medical Institution Institutional Review Board (IRB). If the participant provided verbal consent, the RA administered the survey and recorded responses on the study tablet. Given the longitudinal nature of the study, the retention of participants over the 2-year follow-up was critical to success. The RAs asked all participants at time of baseline interview for safe contact information for themselves and at least one trusted family member, neighbour and so on including cell phone numbers to call or send SMS as reminders of upcoming surveys. Personal data were not stored with data collected on the surveys. Participants were given a \$4, \$6 and \$8 food voucher respectively for their expertise and time completing each survey. At the end of each day, the RA supervisor connected all the study tablets to the wireless internet in the office and uploaded the data to the secure server hosted by Johns Hopkins and documented the number of surveys completed in the sampling frame to monitor progress. Once the data were uploaded, it was automatically removed from the tablets. No study related information was shared with anyone outside the research team.

Ethics approval and consent to participate {#s2g}
------------------------------------------

The government ministry provided a letter of approval to Johns Hopkins and the local implementing partners to use as they reached out to authorities and key stakeholders to implement the research in each participating district.

Study analysis {#s2h}
--------------

As indicated above, two of the districts (Yaqshid: intervention, and Wadajir: control district) were removed from the analysis because of the safety, security and changes in the community and services that challenged participants and staff in the districts, making it difficult to complete the programme activities and evaluation. The primary outcome is change from baseline to endline in harmful social norms that sustain sexual violence and other forms of GBV as measured by the three subscales (ie, response to sexual violence, protecting family honour and husband's right to use violence) of the *Social Norms and Beliefs about GBV Scale*. Secondary outcomes include participants' personal beliefs about response to sexual violence, protecting family honour and husband's right to use violence and confidence in provision of services across diverse sectors for women and girls that experience sexual violence and other forms of GBV.

Regression was used to compare the intervention and control districts on change in primary and secondary outcomes. The dependent variable was change score (ie, baseline to endline) with a binary indicator for intervention versus control district as the predictor variable. T-tests and χ^2^ analyses were conducted to determine differences between the intervention and control districts in demographic characteristics at baseline. Analyses are based on completers only. Study participants that were lost to follow-up (eg, moved out of the district) or withdrew from the study were compared with those who remained in the study using t-tests and χ^2^ analyses.

Results {#s3}
=======

In the intervention district, there were 192 community members (50% women) that completed baseline surveys with 163 (84.9%) retained at endline. In the control district, 195 community members (50% women) completed baseline surveys with 167 (85.6%) retained at endline. [Table 1](#T1){ref-type="table"} presents the demographic characteristics of the participants in each district. As expected, the participants did not differ on age, sex or displacement status due to stratified sampling. There was also no difference on marital status, having children in the home, education level or work status. Over half (53.2%) of participants are married with the majority (63.3%) having children. Slightly more than half (52%) had never attended school. Less than one-quarter (22.7%) of participants were currently working outside the home. Participants in the intervention and control districts did differ significantly on monthly financial status, with intervention district participants having poorer financial status than participants in the control district. The 57 participants that were lost to follow-up (endline survey) did not differ significantly from completers on age or sex.

###### 

Baseline demographic characteristics by district

  ------------------------------------------------------------------------------------------------------
                                                                   Intervention\   Control\    P value
                                                                   n=192 (%)       n=195 (%)   
  ---------------------------------------------------------------- --------------- ----------- ---------
  Per cent female                                                  50.5            50.8        0.360

  Age (years)                                                                                  0.850

   15--17                                                          24.5            25.1        

   18--24                                                          25.0            25.1        

   25--44                                                          25.0            24.1        

   45--60                                                          24.5            23.1        

   Over 60                                                         1.0             2.6         

  Displaced                                                                                    0.783

   Currently displaced                                             8.3             8.2         

   Previously displaced                                            41.7            43.1        

   Never displaced                                                 49.5            48.7        

  Marital status                                                                               0.277

   Married                                                         57.3            49.2        

   Widowed                                                         4.2             4.6         

   Divorced/separated                                              8.3             13.8        

   Abandoned                                                       0.5             0           

   Never married                                                   29.7            32.3        

  Have children                                                    65.1            61.5        0.490

  Education                                                                                    0.114

   None                                                            51.2            51.8        

   Some primary                                                    21.9            22.1        

   Completed primary                                               13.0            16.9        

   Some secondary                                                  2.1             4.6         

   Completed secondary                                             6.3             4.1         

   Some college                                                    4.2             0.5         

   Completed college                                               0.5             0           

  Currently working                                                22.9            22.6        0.910

  Monthly financial status                                                                     \<0.001

   Can meet basic needs of the family                              1.0             5.6         

   Can meet basic needs of the family most but all of the month    14.1            15.9        

   Can meet basic needs of the family for ½ month                  7.8             20.5        

   Can meet basic needs of the family for less than ½ the month    13.0            18.5        

   Never have enough money to meet the basic needs of the family   64.1            39.5        
  ------------------------------------------------------------------------------------------------------

Primary outcomes {#s3a}
----------------

Men and women participants in the intervention district had significantly greater improvement in change in harmful social norms for all three of the subscales: (1) response to sexual violence (b=−0.214, p=0.041); (2) protecting family honour (b=−0.558, p\<0.001); and (3) husband's right to use violence (b=−0.309, p=0.003) than participants in the control district. The greatest change was seen in the norm of 'protecting family honour' with a Cohen's d effect size of 0.70, followed by the norm of 'husband's right to use violence' (ES=0.38), and then the norm of 'response to sexual violence' (ES=0.28). [Table 2](#T2){ref-type="table"} summarises the findings for the primary and secondary outcomes. The harmful norm response to sexual violence remained the same in the intervention district over time but increased in the control district. The change in the norm of protecting family honour occurred in both the intervention and control districts with a significantly greater improvement reported in the intervention district. The change in the norm husband's right to use violence improved in the intervention community and declined in the control district. Although the study was not powered to examine the effect on the primary outcomes for men and women, we did calculate the effect sizes separately. The intervention appears to have a stronger effect for women on response to sexual violence (ES=−0.42 for women, ES=−0.11 for men) and husband's right to use violence (ES=−0.49 for women, ES=−0.30 for men) and a slightly stronger effect for men on protecting family honour (ES=−0.68 for women, ES=−0.75 for men).

###### 

Means (SD), regression coefficient (p value) and effect sizes for primary and secondary outcomes

  -----------------------------------------------------------------------------------------------------------------------------------------------
                                                    Intervention, n=163   Control, n=167   b\            Effect size                      
                                                                                           (P value)                                      
  ------------------------------------------------- --------------------- ---------------- ------------- ------------- ------------------ -------
  Social norms\*                                                                                                                          

   Negative response to sexual violence             2.44 (0.85)           2.43 (0.58)      2.16 (0.71)   2.37 (0.59)   −0.214 (0.041)     −0.28

   Protecting family honour                         3.21 (0.64)           2.60 (0.56)      2.67 (0.86)   2.62 (0.57)   −0.558 (\<0.001)   −0.70

   Husband's right to use violence                  2.82 (0.77)           2.59 (0.56)      2.40 (0.80)   2.48 (0.60)   −0.309 (0.003)     −0.38

  Personal beliefs†                                                                                                                       

   Negative response to sexual violence             3.13 (0.63)           2.99 (0.80)      3.08 (0.73)   3.03 (0.78)   −0.092 (0.379)     −0.13

   Protecting family honour                         2.53 (0.73)           2.90 (0.80)      2.65 (0.85)   2.81 (0.88)   0.196 (0.102)      0.27

   Husband's right to use violence                  2.56 (0.88)           2.78 (0.91)      2.28 (0.83)   2.66 (0.90)   −0.167 (0.209)     −0.18

  Confidence in service providers across sectors‡   2.91 (0.56)           2.98 (0.45)      3.14 (0.35)   2.89 (0.41)   0.318 (\<0.001)    0.67
  -----------------------------------------------------------------------------------------------------------------------------------------------

\*Social norms questions asked how many of the people whose opinion matters most to you endorse each statement with a response scale of: 1: none of them; 2: a few of them; 3: about half of them; 4: most of the them; 5: all of them. Higher scores mean more negative social norms.

†Personal belief questions used the response scale of: 1: agree with this statement; 2: are not sure if you agree or disagree with the statement; 3: disagree with the statement but are not ready to tell others that you disagree with it; 4: telling others that this is wrong. Higher scores mean more positive personal beliefs.

‡Confidence in service providers response scale: 1: strongly disagree; 2: disagree; 3: agree; 4: strongly agree. Higher scores mean greater confidence in service providers.

Secondary outcomes {#s3b}
------------------

There were no significant differences between the participants in intervention and control districts on change in personal beliefs on the harmful norms: (1) response to sexual violence (b=−0.092, p=0.379); (2) protecting family honour (b=0.196, p=0.102); and (3) husband's right to use violence (b=−0.167, p=0.209). The participants in the intervention district had a significantly greater increase in report of confidence in service providers across diverse sectors available for women and girls that have experienced sexual violence and other forms of GBV than the control districts (b=0.318, p\<0.001) with an associated effect size of 0.67. The intervention had a stronger effect on men's confidence in provision of services than women's (ES=1.00 for men, ES=0.45 for women).

Discussion {#s4}
==========

The evaluation of the Communities Care programme demonstrates the promise of theoretically driven and community-based initiatives that promote changes in harmful social norms that sustain sexual violence and GBV and strengthen response services in humanitarian settings. GBV prevention programming is an emerging area of practice, particularly in humanitarian contexts. Until recently, and like in many efforts to address GBV globally, efforts to prevent GBV among conflict and disaster-affected populations have centred on behaviour change approaches using methodologies premised on knowledge and awareness as key determinants of behaviour change. Communities Care is among a new generation of prevention programmes that are focused on transformation of social norms and gender relations by directly addressing the structural and societal conditions that sustain gender inequality. The findings from Communities Care contribute to the small but growing number of primary prevention programmes that use a gender transformative framework in humanitarian settings. The majority of previous efforts focused on economic empowerment incorporating components on gender equality and/or assessed the impact of economic programming on partner violence. The findings from the evaluation of the pilot implementation of Communities Care in Somalia and other existing programme evaluations in humanitarian settings suggest that carefully designed, community engaged, multipronged interventions that target social norms underpinning GBV and catalyse community-led mobilisation efforts may over time change harmful norms and foster norms that promote gender equality. Promising primary prevention interventions build knowledge and awareness about GBV and create opportunities for public and private reflection, discussion and dialogue about harmful social norms that sustain inequality, discrimination and violence and mobilise community leaders and members to take action to prevent and respond to GBV.

The Communities Care programme is innovative and contributes to future intervention and evaluation work in conflict-affected settings in several key ways. The programme is theory driven and links primary prevention and response using a multisectoral approach and was developed for sustainability by focusing on capacity building of local partners and for scalability to conflict-affected settings worldwide. The conducting of the evaluation itself is innovative, as few programmes in conflict-affected settings are rigorously evaluated. Longitudinal research is needed to examine the effectiveness of interventions and programming in conflict-affected areas. These contexts pose ethical and logistical challenges to conducting such research, particularly when examining a sensitive topic such as GBV; however, this evaluation serves as an example of the ability to conduct longitudinal evaluations in challenging settings. Furthermore, an important contribution of this evaluation is the creation of a reliable and valid social norms measure, the *Social Norms and Beliefs about GBV Scale*, which did not exist previously and can be used in future evaluations of social norms change programmes in diverse settings.

Limitations {#s4a}
-----------

This study has limitations. The evaluation was conducted in four districts in Mogadishu; however, during the course of the pilot implementation, two of the districts (one intervention and one control) had significant challenges, making it difficult to impossible to complete programme activities. For example, given the security issues, participants did not feel safe in gathering as a group as part of the 15-week discussion group activities, likely limiting the reach and impact of the Communities Care programme; therefore, the evaluation of the implementation is for one intervention and one control district that were able to complete all activities of the programme. The lack of access to the study districts reduced the sample size, thus limiting our ability to examine differences by sex and age. The experiences of the female and male community members in the two districts are not generalisable to all districts throughout Mogadishu or other humanitarian settings. Additionally, the *Social Norms and Beliefs about GBV Scale* was developed specifically for the project. The three subscales that made up the injunctive norm domain had acceptable Cronbach's alpha (\>0.70), with response to sexual violence: Cronbach's alpha=0.82, protecting family honour: Cronbach's alpha=0.71 and husband's right to use violence: Cronbach's alpha=0.71. We saw slightly lower Cronbach's alphas for two of the three personal beliefs subscales: protecting family honour=0.65 and husband's right to use violence=0.68 but within the acceptable range. We recommend additional reliability and validity testing of the *Social Norms and Beliefs about GBV Scale* in diverse global and humanitarian settings.

Conclusions {#s5}
===========

Settings affected by conflict and displacement present an opportunity for GBV primary prevention and response programmes to facilitate population level change by replacing the social norms that maintain violence against women and girls. The evaluation showed that community members in the district receiving Communities Cares had significantly greater improvement in change in harmful social norms associated with GBV. The outcomes of the evaluation demonstrate the potential of a community-based and community-led initiative to change harmful social norms that sustain GBV and strengthen GBV response services for survivors in humanitarian settings.
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